Maricopa County
Department of Public Health
Division of Clinical Services

IDENTITY VERIFICATION FOR RELEASE OF INFORMATION
Description of Attached Document(s):

1. Document Title: AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

Document Date: Number of Pages:

2. Document Type: THE ONLY ACCEPTABLE FORMS OF IDENTIFICATION THAT A CLIENT CAN PRESENT TO OBTAIN
COPIES OF A MEDICAL RECORD ARE:

a. A valid U.S. government or foreign government issued passport; or
b. A valid U.S. military identification card; or
c. A valid U.S. state issued driver’s license or other valid U.S. state issued identification card.

Description of Document

Date of issuance: State/Country of Issuance:

Signature of Affiant (Document Signer) Date
NOTARIZATION:

State:

County:

| do hereby certify that (Applicant) personally appeared before me this

day and is known to me (or satisfactorily proven) to be the person whose name is subscribed to the Release of
Information, and acknowledge that he/she executed the same for the purposes therein contained.

WITNESS my hand and official seal this day of ,20

My Commission Expires:

Printed Name of Notary

Signature of Notary

Place Notary Seal/Stamp in area above



